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Background
Medical education in the United Kingdom continues to
evolve.  Over the last decade there have been significant
changes in curriculum content, communications skills
and clinical experience.   Interest from the public, 
the government and the profession has never been
greater.   Nevertheless many in authority continue to
regard doctors as authoritarian and unapproachable.
The importance of medical education in ensuring that
doctors continue to meet the needs of patients in a 
rapidly changing society is now becoming widely 
appreciated.  While medical schools in the UK and 
elsewhere are encouraged to explore new ways of 
working, there is a growing awareness of the importance
of the continuum of medical education from the first
day at medical school until retirement from medical
practice.  As many students entering medicine now will
still be in practice 50 years hence, the relevance 
of life-long learning is readily apparent. 
Medical education, however, is not an end in itself;
rather it is a means to achieving good quality 
patient care. 
The General Medical Council (GMC) was formed in 1858
to create the Medical Register in response to public
demand to be able to distinguish those qualified to be
doctors from the unqualified.  The inscription above the
GMC building in Hallam Street, London reads “General
Council of Medical Education and Registration of the
United Kingdom.”  So when the GMC was first formed in
the middle of the 19th century the emphasis was on
medical education and registration.  The need to take
action against poorly performing doctors was a 
secondary consideration. 
The logo of the GMC is well known - “Protecting Patients
Guiding Doctors” has the benefit of indicating clearly
the principal purposes of the GMC and the priority in
which these functions are placed.  It has, however, 
the drawback of unnecessarily polarising the debate.
The vast majority of patients do not require to be 
protected from doctors.  An amendment indicating the
importance of real partnership between patients and
doctors would be widely welcomed.  The Charity
Commission has indicated that the GMC is for “the
protection, promotion and maintenance of the health
and safety of the community by ensuring proper 
standards in the practice of medicine”.  The 1983 Medical
Act has recently been amended to incorporate that 
definition which again emphasises the importance of
standards and education in the work of the GMC. 
Indeed the functions of the GMC constitute a logical
continuum.  It is the body responsible for setting the
standards expected of all doctors.  That is achieved
through widespread discussions within the Council, 
with the profession and a large number of public bodies
and patient organisations before the guidance is issued.  
In general, that has been a successful process and the
booklet on standards “Good Medical Practice”1 has been
widely accepted not only in the UK, but throughout the
world and has now been translated into 20 languages.  
The GMC is also responsible for ensuring appropriate
educational facilities that allow doctors to practise to
the agreed standards.  The statutory responsibility is 
“to promote high standards in” and “to co-ordinate all
stages of” medical education. The GMC is thus 
responsible not only for undergraduate education, but
also for postgraduate training. That responsibility is 
fulfilled by working closely with partner organisations -
with the universities for undergraduate education and
with the Royal Colleges, their over-arching Academy and
with the new Postgraduate Medical Education and
Training Board as it develops its role in the coming
months.
Action is taken against a relatively small number of 
doctors whose practice falls below acceptable standards.  
The numbers may be of some interest.  There are around
200,000 doctors on the Medical Register and about
130,000 in active practice.  Complaints are received
annually for around 4,000 doctors.  Until the mid-1990s,
1500 complaints were received each year and that 
number trebled between 1995 and 2000 when it reached
a maximum of 4,700 complaints in that year.  Since then
the number has levelled and, if anything, fallen slightly
to under 4,000 last year.  Of those complaints around
60% are removed within the first two or three days as
not being appropriate for the General Medical Council.
That is not to suggest that the patients do not have
cause for concern, but only that these complaints, even
if proved, would not affect the doctor’s registration and
therefore are not appropriate for the GMC.  Of the 1500
or so complaints taken forward, action of one sort or
another is eventually taken against a few hundred 
doctors.  Last year, for example, 36 doctors were erased
from the Register (our most severe sanction).
It is apparent from these figures that the medical 
profession in the UK is functioning well with the 
majority of doctors performing an excellent job.  That is
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not to deny that some of the actions undertaken by 
doctors erased from the Register were appalling.
Inevitably, that small number of truly poorly performing
doctors dominates the media.  Finally, the GMC 
maintains a Register of those qualified to practise 
medicine.  At present that Register is an historical 
document indicating those who have achieved the
appropriate qualifications to allow them to undertake
clinical practice.  In future, with the introduction of
revalidation and the licence to practise issued every five
years, the Register will become a living document 
indicating not only those who are qualified but those
who remain up to date and fit to practice medicine.
Patients can be best protected by guiding doctors
through appropriate standards of practice and by 
ensuring high quality education throughout their 
clinical careers.  Improvements in healthcare can be
achieved only by helping to move the Gaussian curve of
quality to the right; that requires the involvement of the
profession as a whole - and cannot be achieved simply
by removing poorly performing doctors from the lower
end of the graph.
The GMC then has already indicated the explicit 
standards expected of doctors.  These are produced in
the booklet “Good Medical Practice”.  In addition, 
the GMC publishes guidance on educational matters.
The original version of Tomorrow’s Doctors2, published in
1993 was influential in changing not only medical 
education but aspects of higher education more widely.
The concept of allowing students time to study in depth
topics of interest to them was innovative at the time;
special study modules, or as they are now known, 
student selected modules, were welcomed within 
medical education but also adopted by other groups in
higher education.
Last year that guidance was brought up to date3;
the new version has three major changes from the 
original:
1. The booklet is linked quite explicitly to the 
standards expressed in Good Medical Practice1 so
that students and their teachers are aware of the
standards that are required of doctors at the time 
of graduation.
2. The outcomes expected of undergraduate medical
education are defined, and of course that helps
indicate what is not required of the graduating 
student. The concept that all doctors know all about
everything all of the time was always a myth; 
today it is a potentially dangerous concept that
should not be perpetuated or given credance.
3. Guidance on appropriate methods of assessment is
provided - important if links from undergraduate
education through postgraduate training and on to
continuing professional development are to 
develop in a way that excites the interest and
acceptance of the medical profession generally.
The GMC also issues guidance for the pre-registration
house officer (PRHO) year.  Since it was first issued in
1995, The New Doctor4 has helped improve the 
educational aspects of this first year of clinical practice
but has been less successfully implemented than
Tomorrow’s Doctors, perhaps because the PRHO year is
particularly complex.  The students are under the aegis
of the university but employed by the hospital trust and
funded by the postgraduate dean.  Co-ordinating such
an arrangement is complex and there is much more to be
done if the benefits of the first clinical year are to be
realised.  New guidance will be produced early in 2004.
Guidance for the more senior years and indeed for all
doctors undertaking continuing professional 
development has not to date been successful.  In 1998,
the GMC issued guidance on The Early Years for Senior
House Officers.  Although the educational guidance was
clear and relevant, the recommendations were not
implemented. The new arrangements outlined by the
government in “Modernising Medical Careers”6 build on
this guidance and may now be implemented across the
UK.  Similarly, thoughts on how best to implement 
continuing professional development have been sent out
for consultation by the GMC which is expected to issue
formal guidance before the end of this year.  As the 
arrangements for revalidation are now being 
implemented, it is clearly important to provide as much
guidance for doctors as possible.
Historical Overview
Doctors have not always been held in high regard.  Prior
to the middle of the 19th century, the public expressed
concern about the quality of care provided by the 
different types of medical practitioners that then 
existed.  These concerns led to the formation of the GMC
and were eased only with the major discoveries of the
second half of the 19th Century - anaesthesia, surgery
and a better understanding of infectious diseases 
including tuberculosis.  The 20th century opened with a
public demand for more and better health services - 
a demand that was apparent across the world and not
just in the USA and the UK.
Today
Now, much has changed.  Information is widely available
and doctors are no longer the gate-keepers of 
information as they once were.  The public is educated
and interested in matters related to health.  They are
able to understand clearly the risks as well as the 
benefits of modern medicine and are increasingly 
disillusioned by the hype that seems to accompany 
all aspects of healthcare.  The rise of consumerism and
the changes in society generally cannot be ignored.
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On the other hand, there are enormous opportunities.
The debate on how best to fund healthcare is more open
and better informed than at any time in the past. 
The shift towards regarding patients as partners is real
and the increase in the number of women doctors will
change the way in which medicine is practised - 
and change it for the better.
Across the world, however, doctors are unhappy. 
That unhappiness appears to stem from a relative loss of
professional autonomy as patient autonomy increases
and from the increasing accountability that 
government’s worldwide demand.  Despite this, public
support is remarkably well sustained - with 91% of
patients in the UK continuing to trust their doctors7
despite some of the problems of recent years.  The UK, 
as with all countries, has had its fair share of medical
crises.  While these have to some extent undermined
professional self-confidence, as well as causing concern
to governments and the public, the fact that has caused
greatest concern in the UK has been the realisation that
the outcomes of treatment provided by the National
Health Service have been poorer than the equivalent
treatments in other countries.  That lack of quality in the
NHS has caused widespread concern throughout the
United Kingdom.
Tomorrow
Looking for a solution or set of solutions to these 
problems, it seems essential that the profession, public
and government agree on the standards expected of
doctors.  In the UK that is encompassed in “Good Medical
Practice”1.  Secondly, we need to ensure that our medical
students and doctors have the appropriate education to
allow them to meet those standards in practice.  To meet
that requirement we must build on the continuum of
medical education, ensuring that there are relevant links
between undergraduate education, postgraduate 
training the revalidation and continuing professional
development expected of all doctors in practice.
Furthermore, the number of doctors in the UK needs to
be increased - along with the numbers of almost all
other healthcare professionals.  Retention of existing
staff may be just as important as recruiting new 
colleagues.  The next few years will see medical students
and qualified doctors in the UK working with appraisal
and revalidation systems linked to a licence to practise
and underpinned by a an educational framework that
covers the continuum from arrival at medical school to
retirement from medical practice.
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